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Reply
It is interesting to note that there exist few differences in
opinion between the radiology and surgery groups. We have more
in common than we are at variance. The 2 specialty groups seek to
collect data on novel technology, systematically analyze the infor-
mation, and provide recommendations to governmental regula-
tory agencies. The analysis of available data does not differ substan-
tially; both specialties agree that there is now ample evidence to
recommend approval of and funding for carotid stenting in se-
lected, appropriate patients.
The 1 area of remaining contention relates to the requirement
that carotid angiography be part of the training paradigm for
stenting. The radiologists identify a minimum of 100 diagnostic
carotid angiograms prior to initiating training in carotid stenting.
By contrast, the surgical and cardiology societies believe that
experience in cerebral angiography, while a necessary prerequisite
to carotid stenting, should be much more limited. Of note, the
authors of the letter incorrectly state that the 1992 AHA training
document for peripheral angioplasty specifies 100 angiograms in
each vascular bed as a prerequisite for peripheral interventions.
Review of the AHA document reveals the following statement on
privileging: “[Training] must include performance of 100 diagnos-
tic peripheral angiograms and 50 renal and/or peripheral percuta-
neous transluminal angioplasty [sic], and for at least half of these
procedures the applicant must be primary operator.”1
The document never states that “each vascular bed is distinct,”
nor does it suggest that 100 procedures must be performed in each
bed.
At the heart of this controversy, diagnostic carotid angiogra-
phy is a procedure performed in diminishing numbers in an era
where duplex ultrasound and magnetic resonance angiography
have achieved a high level of diagnostic accuracy. Further, the skills
involved in carotid angiography represent but a small subset of
those skills necessary to safely deliver and deploy a carotid stent.
Noting these limitations, the surgeons and cardiologists now ad-
vocate a much smaller number of prerequisite carotid angiograms;
on the order of 30.
The radiology groups’ declared commitment to join in the
quest for approval and funding for carotid stenting provides opti-
mism for the near-term availability of carotid stenting in appropri-
ate candidates.
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